There are two points in support of this high threshold of sphincteric inhibition as a cause of megabowel. There is the response after treatment. When some of these patients have been reexamined after several months' treatment on a medical regime rectal distension causes subjective symptoms at a lower volume than before, the intrarectal pressure is higher, but the threshold for inhibition of the EMG is not lowered. In those patients who had very high thresholds, abdominal pain may be caused before any inhibition can be initiated.
In the investigation of patients with constipation but without clinical or radiological evidence of megabowel this high threshold for inhibition of the anal sphincters is commonly found. This would suggest that it is a cause of megacolon rather than an effect of a chronically dilated bowel, and it may be argued that in some cases the megabowel represents a decompensated colon which has dilated as a result of the functional obstruction caused by the lack of sphincteric inhibition.
Results ofTreatment
In discussing the results of treatment it is again convenient to -divide the cases into two groups, pre-and post-1961. With the increasing use of the EMG and the increasing realization of the bad results of surgery, medical management has been the main treatment of our cases of idiopathic megacolon, for no amount of rectal or colonic surgery is going to improve what is believed to be a failure of normal rectosphincteric reflexes.
Fifteen of the 18 cases of idiopathic megacolon seen since 1961 have been treated by a medical regime. Initially 15 mg neostigmine t.d.s. was used, but more recently a simple regime using a small dose of magnesium sulphate daily, often aided by suppositories, seems equally effective in helping these patients have a daily action and preventing ftcal impaction. On these simple regimes no further measures are necessary, provided the patient is co-operative. Only one patient has impacted again, in a follow up ranging from six months to three years. Although these patients remain well and do not impact, they all have soft f&-ces in the rectum on follow up; it cannot be claimed that they are clinically normal.
Three patients have been treated by operation since 1961. One young girl had been treated elsewhere by a pull-through procedure and the anastomosis had broken down extensively. A further pull-through was attempted but she was left with a high fistula; eventually an excision of the rectum and terminal colostomy had to be done. Two colectomies with ileorectal anastomosis have been done: one patient has urgent frequent bowel actions during the day and is in-continent at night; the other also has frequpnt urgent actions and needs codeine phosphate to control her symptoms.
Prior to 1961, 19 cases of idiopathic megacolon were treated, 15 by operation. Seven cases were treated by colectomy and ileorectal or cmcorectal anastomosis. Of these only 2 have good results. The remainder are all troubled by frequent urgent stools and occasional incontinence and need codeine phosphate or other drugs to make life tolerable.
Eight cases were treated by sigmoid colectomy. One case has a good result. One is slightly improved and the remainder have all suffered from impaction usually within six months of operation. They all need regular laxatives to have a daily bowel action and prevent impaction.
Mr F Austin Henley (Central Middlesex Hospital, London)
Pelvic Colectomy for Obstinate Constipation This paper concerns the symptomatology of 6 patients and their surgical treatment. The symptoms in each case were similar and were: (1) Chronic constipation, in so far as they only had a bowel evacuation once in every five to ten days; this state of affairs had been present all their lives.
(2) Central abdominal colicky pain of small gut character which eventually developed.
The youngest was 18 years of age and the oldest 56. In each case the histology was similar and barium enema examination revealed a long pelvic colon, together with a long transverse colon or elongated right colon, the cecum being in the true pelvis. The cause of the trouble was assumed to be a recurrent volvulus of the pelvic colon for purely mechanical reasons; the pelvic colon was therefore removed with end-to-end anastomosis. The improvement in bowel habits was dramatic in every instance, the bowels being open once every day without the use of aperients.
Case 1 Man, aged 56. Presented with this syndrome in 1956. With reluctance I suggested that if the pelvic colon were removed it might help him. It did indeed and he has remained a most grateful patient these ten years since.
Case 2 A young woman, aged 18, who came to see me one year ago. The symptoms were identical with those described but she was becoming more embarrassed by central abdominal colicky pain. Pelvic colectomy was done and the patient was delighted with her new way oflife.
Histology (Dr Roger Drury, 25.1.66): 20 cm of colon with serosal congestion towards one end. Early mucosal diverticulosis between the tenie coli. The mucosa is folded, with redundancy, and there is some low-grade, non-specific, chronic inflammatory infiltration of the lamina propria. In the muscle coat there is a very prominent myenteric nerve plexus, with vacuolated nerve fibres and large numbers of ganglion cells. The infolding of the mucosa in the intertvnial region and the abnormal nerve plexus resembles that seen in diverticular disease of the older patient. There are these signs of intestinal malfunction, but no other abnormality and the appendix appears normal.
Case 3 Woman aged 33, a cousin of Case 2. She had had five children and with each succeeding pregnancy her symptoms were aggravated, possibly due to the c=cum being in the true pelvis. The symptoms were the same and her barium enema showed the same long pelvic colon and low c=cum. The mothers of Cases 2 and 3 were sisters, and this anatomical condition appeared to have been a family weakness. The change after pelvic colectomy was quite marked, the patient gaining 18 lb in weight and looking a very different person.
Histology (Dr Roger Drury): 25 cm of colon with a few inter-tvnial diverticula. Sections show some mucosal redundancy and slight muscular thickening. The myenteric plexus is abnormal, with prominent nerve fibres and ganglion cells in excess quantity throughout the whole of the specimen. There is no aganglionic segment. The presence of a few diverticula and prominent nerve plexus is similar to that found in the pelvic colon of Case 2. Many of the changes are similar to those usually seen in the older patients with diverticulosis.
Dr Drury's comment on the similarity between Cases 2 and 3 should be noted. He did not know at this point that these two patients were related.
Case 4 Woman aged 56. Pelvic colectomy was performed for obstinate constipation and she now has a daily bowel action.
Histology (Dr Roger Drury, 1.3.67): 18 cm of colon with smooth mucosa and slight muscular thickening. Sections show prominence of the myenteric nerve plexus with vacuolation. Nerve cells are present, but show the same vacuolation as the nerve fibres. These changes are present in both cut ends of the specimen as well as along its length. A single small granuloma in the muscle coat has been seen but does not appear suggestive of Crohn's disease. No other changes apart from muscular thickening (which may be due to contraction). The myenteric plexus changes show considerable similarity to those previously seen in Cases 2 and 3.
The abnormal myenteric plexus, as suspected in the pathology, could cause a physiological block and so give rise to obstinate constipation. By virtue of the chronicity of this block the mobile parts of the colonic tract would elongate. In some the transverse colon, in others the right colon, but in all the pelvic colon.
The pathologist reported that at the level of resection both proximal and distally, the myenteric plexus was normal.
Thus, pelvic colectomy would seem a rational procedure and account for the clinical improvement. The object of this paper is to analyse the incidence of the known untoward sequelk of ileostomy and its attendant operations (proctocolectomy in one or two stages) and to determine the number of patients who require readmission to hospital for the treatment of these sequelk. It is also intended to relate, where relevant, the incidence of these sequele to the original pathology and to compare their incidence over two five-year periods 1955-9 and 1960-4. A group of 216 patients was selected who had operations at St Mark's hospital over the ten-year period 1955-64. Thirteen patients were excluded from the series as they failed to satisfy the criteria for inclusion of (a) all the major primary surgery having been carried out at St Mark's Hospital (12 patients) and (b) the availabilty of a pathological report (1 patient). The pathology of these patients is shown in Table 1 . Post-operative mortality was about 7 5% in each five-year period, there being 9 deaths after surgery
